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{M 000} INITIAL COMMENTS {M 000}

On 01/03/2024, Surveyors conducted a 

verification visit at Willow Winds IV.  One 

deficiency was identified.

One of 1 deficiencies was a repeat violation (see 

Statement of Deficiency (SOD) WV7112 and 

SOD WV7113).

Under statutory provisions of Wis. Stat. Ch. 50, a 

$200 revisit fee is being assessed.

Census:  4

 

{M 276} 88.05(3)(a) HOME ENVIRONMENT

An adult family home shall be safe,  

clean and well-maintained and shall  

provide a homelike environment.

 

This Rule  is not met as evidenced by:

{M 276}

Based on observation and interview the provider 

did not ensure a safe and well-maintained home 

environment. 

This is a repeat deficiency from SOD # WV7112 

dated 06/15/2023, and SOD WV7113 dated 

08/24/2023.

Findings include:

On 01/03/2024 at approximately 12:34 PM, 

Surveyor toured the facility and observed the 

following:

1.) The gutters on the outside of the house were 
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leaking water on the walkway creating ice an 

build up on the sidewalks which were very hard 

for Surveyor to navigate across to get to the 

home. 

2.) An outlet cover in the living room was broken 

exposing wires. 

3.) A vent in the living room was sticking up with a 

coax cable running between the vent and the 

floor. 

On 01/03/2024 at approximately 12:45 PM, 

Surveyors interviewed Administrator B. 

Administrator B stated the gutters have always 

leaked, and s/he would work on getting them 

fixed.
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